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―An overview of healthcare systems in the world
Sadahiko Kano†
is paper is intended to assist health policy and healthcare system designers in developing 
countries so that they can understand basic characteristics of a healthcare system. It then provides 
an overview of typical healthcare systems currently existing in the world with their strengths and 
weaknesses. Major issues confronting healthcare systems both in developed and in developing countries 
are surveyed. Finally it tries to show the general direction which should be taken both in developed and 
developing countries.
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1.　Introduction
This paper is an overview of healthcare systems intended to be an introduction to health 
policy and healthcare system designers in developing countries. Healthcare system is one of the 
most important focal points in developed and developing countries today. In developed countries 
because healthcare expenditure is skyrocketing in every country because of aging population and 
the increasingly expensive medical technology and treatment. In developing countries, providing 
a good healthcare system is expected of every government as its people are starting to realize that 
people in developed countries are enjoying much better healthcare services thanks to the advances 
in the internet and the global TV broadcasting, and they want to have them in their own countries to 
improve the Quality of Life （QoL） and have a stable country.
e author of this paper has not encountered a document which overviews healthcare systems 
in the world except one book, which is written by Mr. T. R. Reid,1 a longtime correspondent for the 
Washington Post, and former chief of its Tokyo and London bureaus. Based on his vivid medical 
experiences in France, Germany, Japan, the UK, Canada, he presents healthcare systems in these and 
some other countries, such as Taiwan, India and Switzerland in a very readable way as an experienced 
journalist.
is paper studies healthcare systems in these countries from a dierent angle, namely by 
extracting and identifying basic characteristics that dene a healthcare system in an orderly manner.
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2.　Basic characteristics of a healthcare system
2.1　Basic question: universal healthcare system or not
Universal healthcare system allows access to healthcare services to every resident in the country 
free of charge or at aordable prices. Every resident means to everyone living in the country regardless 
of his/her nationality. In order to assure the endowment of universal healthcare services to every 
resident in the country, the following two conditions must be met:
（1） All the adult residents, unless exempted for some valid reason such as disability, should pay 
the health insurance premium （Japan, Germany, France） or the tax （UK and Scandinavian 
countries）. One of the principles of insurance is that all beneciaries must pay the premium, 
and, therefore, if universal healthcare system provides access to all residents, all of them have to 
pay the insurance premium or tax.
（2） Prices of basic healthcare services should be regulated. is would enable oering of basic 
healthcare services to all residents equally at aordable prices. Additional healthcare services 
are not regulated, e.g. private rooms during the time of hospitalization, cosmetic surgeries and 
new medical procedures/drugs that have not yet been established and approved.
In all the countries where universal healthcare is provided, these two conditions are met, while 
in many developing countries as well as in the USA, where universal healthcare is not implemented, 
neither of the above two conditions are met.
2.2　Cost Bearing
ere are fundamentally two dierent approaches to bear the cost of healthcare services: one is 
through mandatory taxation or mandatory health insurance premium, while the other is individual 
out of pocket payment or voluntary private health insurance.
2.2.1　rough mandatory taxation or mandatory health insurance premium
e basic dierence between the two is that mandatory taxation collects money for the entire 
government, which is then allocated to dierent sectors including healthcare, while money collected 
through the mandatory health insurance premium will be used only for healthcare. Countries where 
people’s trust in the government is high may adopt the general taxation, while in countries where 
people would like to know exactly how their money will be used, people feel assured to pay in the 
form of health insurance premium rather than general taxation. Furthermore, in the case of health 
insurance premium, not only the employees themselves but also their employers pay in the premium 
for their employees.
Countries which support universal healthcare system through general taxation include Canada, 
Denmark, Finland, Norway, Sweden and UK.
Countries which support universal healthcare system through health insurance premium include 
France, Germany, Japan, Switzerland and Taiwan. Even in these countries, government supports 
healthcare nancing through money collected through general taxation. In each of these countries, 
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the national government regulates the general framework of health insurance, in particular, the prices 
of basic healthcare services. e common principles are 1） all independent adult people have to be 
insured by an insurer and have to pay premium, and 2） amount of premium to be paid to the insurer 
may not be the same for all insurers.
2.2.2　rough individual out of pocket payment or voluntary private health insurance
In most of the developing countries where healthcare insurance systems are not yet instituted, 
patients pay for their healthcare services by money out of their own pockets. In developed country, 
the USA is the only exception where universal healthcare is not yet instituted, although there 
have been many attempts to do so, most recently that of President Obama’s Healthcare Reform in 
2010, which failed to institute a universal healthcare, but made a signicant advance towards that 
direction. In the USA, many people are insured by private for-prot health insurance companies. 
Elderly people beyond 65 are supported by the government provided Medicare program, and low 
income people by the government provided Medicaid program. It is said that the reason the USA 
does not support universal healthcare as a nation is that it is a “socialized medicine” and it deprives 
people of their freedom to choose health insurance of their choice （including no insurance） on their 
own responsibility, and thus contrary to one of the basic principles of the country, i.e. freedom and 
individual responsibility.
2.3　Health Service Provider （Hospitals and Clinics）
Nowadays, health service providers in many countries are largely classied into primary care 
physicians whom patients consult rst when they feel sick, and the hospitals whose doctors are 
specialists in various departments such as brain surgery, heart surgery, orthopedics and gynecologists. 
In UK, primary care physicians are called general practitioners （GPs） as they will take in principle of 
general sick cases and when the GPs consider that the patient should be consulted with a specialist 
（in UK called consultant）, he refers the patient to a specialist in a hospital. Hospitals are oen further 
classied into secondary level, tertiary level （regional core） hospitals. In most cases, primary care 
physicians operate as private business people. Hospitals could be private, local government owned, or 
national government owned or run by a charity organization, depending on the country.
2.4　Price for healthcare services
In all the countries where universal healthcare is supported, the prices of basic healthcare services 
are regulated by government or being negotiated between the insurers and the service providers. In 
these countries, there is a precise long price list for all the treatments and all the drugs that have been 
approved by the government. e price list goes through periodic revisions to make adjustments. 
However, some services such as private rooms in hospital, cosmetic surgery, and new treatment 
methods and drugs whose eectiveness and usefulness have not yet been approved are not considered 
as basic services and thus are not covered by universal healthcare system. e prices of these services 




In UK, medical services are free of charge and people do not receive medical bills for basic 
healthcare services. General practitioners are paid by the number of people registered with them 
（capitation system） with some additional pay-for-performance fees. Whether a treatment should be 
applied to a person is dependent upon the fee for QALY （Quality Adjusted Life Year） and decided 
by a government agency called the National Health Institute for Clinical Excellence （NICE）. is 
means that there is a possibility for the same procedure to be applied or not, depending on the person’
s expected life years adjusted by the improved Quality of Life （QOL）. For example, the NICE decides 
whether a 94 year-old patient should get a hip replacement or a terminal cancer patient should get the 
newest experimental treatment, because it just might work.2
2.5　Payment for healthcare services
In UK, British Commonwealth countries and Scandinavian countries, healthcare services are 
payed by the government through general taxation, and therefore, for patients, there is no medical 
bill. In Japan, the sum of money to be paid aer each visit is currently 30% of the total price, if the 
total amount to be paid by the patient per month is less than a xed amount （currently JPY 80,100）. 
If the monthly co-payment exceeds the xed amount, the percentage becomes 1% of the total price 
exceeding the xed amount （currently JPY 267,000）. However, patients have to pay the 30% of the 
total price aer each visit, and the amount paid excessively aer each visit will be refunded aer a 
month or two.
In France, patients have to pay the basic fee （currently 21 Euros=approximately JPY 2,330 at 1 
Eruo=111 JPY） aer each visit to a general practitioner.3 However, the amount will be reimbursed 
to the patients in a week or two. For specialists, the basic fee is a little higher （currently 26 Euros）. 
In addition to the basic fee, patients have to pay the total amount of the healthcare fee they received 
aer each visit to the hospital or clinic. 70% of this payment will be reimbursed later within a week or 
two. It is said that this process of letting the patients pay the full price aer each visit to the hospital or 
clinic and reimbursing it later is adopted to let patients realize that they are getting a valuable service 
when they visit a hospital or clinic.
In all the developed countries, including the USA, provided is a safety net for low income people 
and people with disabilities which will enable them to receive healthcare services at a reduced price 
or without payment. In the USA, even ordinarily earning people can get free service if they are in 
emergency case at the emergency hospitals. However, the decision whether the case is an emergency 
situation or not is made by physicians in charge, and there is a risk that if one goes to an emergency 
hospital without proper health insurance, one will be charged an extremely high price for the service.
2.6　Access to healthcare services
In UK, patients must rst see a GP they chose from those assigned to their residential area. Only 
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when one’s GP writes a referral letter to a specialist （called “consultant” in UK）, a patient can go to 
consult a specialist in a hospital. In Japan, patients can visit any hospital or clinic and the responsibility 
to make an appropriate choice rests with the patient. If they go to a higher tier hospital directly 
without a reference letter from a clinic or lower tier hospital, an additional charge will be added at the 
beginning.
Likewise, in France, patients can go directly to a specialist without referral of a general 
practitioner （GP）, but in this case, insurance will reimburse only 60% of the fee, while if they go to 
a specialist with GP’s referral, insurance will reimburse the ordinary 70%. In the USA, patients who 
are insured by a private insurance company are usually asked to go to the hospitals and clinics the 
insurance company has designated.
In developing countries where one pays for healthcare services out of one’s pocket individually, 
patients can go to any hospital or clinic they choose, as long as they are able to pay.
2.7　Use of IC-chip loaded smart card for every resident
e countries which have IC-chip loaded card for every resident include France, Taiwan and 
Germany. France started its la carte vitale （the vital card） delivered to residents in France in 1998, 
which now is called Vitale 1. e new version of the card, Vitale 2, has been issued in 2007 which is 
currently used, and the major change is to have a photo of the holder on it （Figure 2.1）
Taiwan started its universal healthcare system in 1995, aer they had searched around the world 
Figure 2.1　France’s carte vitale, Vitale 1 （le） since 1998 and Vitale 2 （right） since 20074
Figure 2.2　Taiwan’s Health Care Smart Card, since 20015
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for a better universal healthcare system. en following aer France, Taiwan introduced Health Care 
Smart Card in 2001. （Figure 2.2）
Germany introduced in 2008 the digital health card （die elektronischen Gesundheitskarte） （Figure 
2.3）.
e use of these smart cards has eliminated much of paperwork and reduced the administrative 
costs in France, Taiwan and Germany and the data was easily collected for research and planning, of 
course with caution to keeping privacy.
3.　Cost Bearing through a mixture of healthcare insurance premium and taxation
In many countries, where universal healthcare is adopted, healthcare insurance premium is not 
the only nancial source, but oen taxation money raised by the governments are used to supplement 
the nancial resource raised by healthcare insurance premium in order to maintain fairness in health 
service delivery to all people.
One good example is Japan. How healthcare insurance premium and taxation will work together 
in Japan is quite complex and can be best illustrated in Figure 3.1, taken from the book of Professor 
Naoki Ikegami.7
3 Categories of Insurers
In Figure 3.1, the Insurers are classied into 3 categories. e rst category consists of those that 
are established by large corporations （Healthcare Union） and public servants （Mutual Aid Union）. In 
these Healthcare Unions and Mutual Aid Unions, both employers and employees belong to the same 
Union. As their nancial sources, employers and employees jointly contribute, usually equally or in 
some cases, more by employers. Some employers contribute more than 50%, the maximum being 80%, 
and average thus becomes 55% of the total money. ere are in total about 1,600 Unions in Category 1.
Category 2 is made up of employers and employees of small-medium enterprises. Since the 
average income is low both for employers and employees, national government supports 16.4% of its 
Figure 2.3　Germany’s digital health card6
̶     ̶177
Comparative Study of World’s Healthcare Systems
budget. e insurer for Category 2 is the National Health Insurance Association （全国健康保険協会）, 
which has a nickname, Health Association （協会けんぽ）.
Category 3 is made up of small business owners, non-employed, part time workers, pensioners, 
etc., and called National Health Insurance （国民健康保険）. In this case, the insurer would be local 
governments, of which there are 1,800 of them. In this category, people’s nancial contributions 
are further limited due to their average low income, and therefore, three other nancial resources 
contribute to support Category 3 National Health Insurance. One is from the National government, 
raised from national taxation （about 43%）; another is from each of the local governments, raised 
from local taxation （about 10%）, and the 3rd is from the Category 1 Healthcare/Mutual Aid Unions. 
e rationale for the 3rd contribution is that employees who have retired from large corporations and 
government jobs will be taken care of by this Category 3 and the premium they have paid before their 
retirement should be used to support the budget of Category 3.
By classifying into these 3 Categories and providing dierent kinds of revenue sources for them, 
fairness is achieved considering income dierences, using taxation money and subsidization from 
Category 1 to Category 3.
Healthcare Service Price Regulation
Fairness is further strengthened by healthcare service price regulation of the Ministry of Heath. 
Healthcare service prices are regulated to be the same for each treatment, each medicine and other 
Figure 3.1　Flow of money in the Japanese Healthcare System8
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service items as far as the basic healthcare services are concerned, regardless of the following:
・health insurance category one patient is registered with;
・health service providers, whether the patient is treated by an experienced doctor or not.
is arrangement does not only provide fair health services to all residents in Japan through any 
service provider, but also enables the government to control the total expenditure on health.
4.　Some typical examples of healthcare systems in the world
4.1　Germany9
Chancellor Bismarck, who had unied German efdoms and principalities into a single German 
Reich （Kingdom）, instituted the rst universal healthcare system in the world in 1883 in the form of 
the Sickness Insurance Law. It is still basically inherited in current Germany, including the exemption 
from mandated sickness insurance. Some 7% richest population choose this option. Figure 4.1 
illustrates the German healthcare system.
Noteworthy points in the German healthcare system are as follows:
1） People are mandated to register at one of the Sickness Funds （Krankenkassen）. However, there is 
an exemption option by which richest 7% of the population choose not to register with a Sickness 
Fund, but have a private insurance. ey pay a higher premium than a Sickness Fund, and may 
be treated in a more luxurious hospital. ere has been strong opposition from Liberal parties 
against this exemption, saying that it undermines the principle of national solidarity. However, 
conservatives say it provides a useful relief valve for the basic system.
2） People are mandated to register with one of the Sickness Funds, but their choice is free. Sickness 
Funds are not for prot, but they compete ercely to have more people registered with them.
Figure 4.1　Germany’s Bismarck Model̶the rst universal healthcare system in the world
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3） Fee for services is negotiated on a regional basis between Sickness Funds and hospitals and 
association of doctors in the region.
4） Germany has ample supply of hospitals and doctors. anks to the use of the digital health cards, 
administrative costs have been reduced and Germany provides good health service to its people at 
national healthcare expenditure which is 10.5% of its GDP （2008）.
5） Medical education is free to all medical students in Germany.
4.2　France10
France adopted the German born Bismarck model healthcare system in 1928. Since then, 
through a number of reforms it has achieved universal healthcare system in 2000 through the so-
called sickness funds （caisses d’assurance maladie）. Today, everybody must belong to a sickness fund 
and it is illegal to opt out, although it is allowed in Germany. ere are 3 main sickness funds: one for 
salaried workers, one for farmers and one for professionals and self employed, and 11 smaller ones 
for specic industries. （Figure 4.2） In addition to this mandatory insurance, the French can also buy 
supplemental health insurance from non-prot cooperatives （mutuelles） or from for-prot insurance 
companies. Because this premium is cheap, almost 90% of workers buy it to pay for the 30% of service 
fee, which mandatory sickness funds do not reimburse.
What is remarkable about French healthcare is that WHO （World Health Organization） ranked 
France as No.1 in overall health performance aer comparing 8 measures of all member countries of 
WHO （191 countries） in 2000.11 8 measures include health level, responsiveness, fairness in nancial 
contribution, overall goal attainment, etc.
Other noteworthy points in French healthcare system are as follows:
Figure 4.2　French Healthcare System
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1） All French patients can freely choose to visit any primary care physicians or hospitals. ere are 
no gateway keepers as they exist in UK and Germany. ey have to pay a full fee for service aer 
each visit to a primary care physician or a hospital. en the sickness funds reimburse it within a 
week 70% of what they paid or 60% if they visited a hospital without referral from a primary care 
physician.
2） If what the patients have to pay is more than equivalent of US$100 in a single day, this amount is 
the maximum they have to pay.
3） anks to the use of the vital card （la carte vitale）, administrative costs have been reduced 
signicantly.
4） Medical education is free to medical students in France.
4.3　e United Kingdom （UK）12
e UK healthcare system is known for the fact that patients do not have to pay anything （no bill） 
for the healthcare services when they receive them at medical institutions. It is sometimes called the 
Beveridge model or the Beveridge–Bevan model, named aer Lord William Beveridge who designed 
the system, and Mr. Nye Bevan who put the design into existence in 1948.
As illustrated in Figure 4.3, the nancial source of UK healthcare system is through general 
taxation. en the government assigns certain of its tax revenue （15.1% in 200813） to the National 
Health Service （NHS）, which not only pays the general practitioners, but also owns some 2,000 
hospitals and employs specialist medical doctors （called consultants）. It is a massive organization 
employing as many as 1 million employees. It is equivalent to Ministry of Health combined with 
Figure 4.3　e United Kingdom Healthcare System: Beveridge–Bevan Model
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national hospitals in other countries. People should choose one of the general practitioners （GPs） 
in their residential area and register with the GP they have chosen. Whenever people wish to receive 
a healthcare service, they have to rst visit their GP. In most cases, GP can take care of them, but in 
some cases GP decides that his patient has to be referred to a specialist in a hospital.
It is important to know that people cannot visit directly a specialist without a referral from a GP. 
However, exceptionally, specialist can see a patient privately, i.e. during o oce duty hours, e.g. on 
week-ends and in the evenings on a fee not specied by the NHS. Except in this private consulting 
with specialists, people do not have to pay anything to GPs or to the hospitals. GPs are private 
independent business people and are paid, not for each service on a fee-for-service basis, but based 
on how many people are registered with each of them. is system is called the “capitation” payment 
system. Additionally, GPs are paid for their performance （pay for performance basis） based on health 
indicators of the people who are registered with them.
Another noteworthy point in the UK healthcare system is the existence of government institute 
called the National Institute for Health and Clinical Excellence （NICE）. It “provides guidance, sets 
quality standards and manages a national database to improve people’s health and prevent and treat 
ill health.”14 In particular, they decide whether the NHS should oer or not some services to certain 
specic patients by answering such questions as follows15:
 Should a 94 year old patient get a hip replacement?
 Should a terminal cancer patient get the newest experimental treatment because it just might 
work?
One of the measures they use in these decisions is the QALY （Quality Adjust Life Years）. In 
calculating QALY, QOL （Quality of Life） is considered 1.0 for fully healthy people and 0.0 for people 
dead, and for each status before and aer a treatment on a patient, QOL is calculated. en further 
life expectancy of the patient is calculated based on accumulated statistics and adjusted by the QOL, 
thus QALY is obtained for the patient. If a treatment costs more than a certain amount of money, the 
treatment should not be given to the paptient, free of charge.
What happens to the patient who has been denied a treatment by NHS? He should either meet 
with a specialist privately, and pay for the specialist a full amount of the treatment he may receive, or 
he can go to another country （e.g. USA, India and ailand） to get treated （medical tourism）. Or he 
should get only palliative care, which is not to cure, but to take care of the pain to reduce it, and thus it 
costs cheaper than trying to cure.
e greatest issue of the UK system is the waiting time to consult with a specialist, sometimes 
extending to not only weeks but also months. Because it costs nothing to visit a GP, GPs waiting 
lounges oen become a socializing place for elderly people, which is not bad in itself as it may give a 
meaningful time for elderly people who might otherwise be isolated lonely.
e capitation payment and pay for performance system stimulate and encourage GPs to give 
good preventive care to the people who register with them, leading to the reduction of total healthcare 
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expenditure. Another point that should be added is that patients have to pay for prescription of 
medicine, which is 7.20 GBP （Sterling Pound）. is fee is waived for children, anyone over 60, 
pregnant woman and the chronically ill, therefore resulting in about 85% of all the drugs in Britain 
being dispensed free.16
4.4　e United States of America17
e US healthcare system is the only one in developed countries which does not provide universal 
healthcare to its people. It is a mixture of dierent arrangements as shown in Figure 4.4.
The first group is composed of those who have subscribed to a private health insurance 
companies. ey pay monthly insurance premium to their insurance companies. If they are employed, 
their employer also pays the premium for them. When they receive healthcare service at a home 
doctor or a hospital, which has been designated by the insurance company they have subscribed 
to, then the request for payment is sent to the insurance company. Upon receipt of the request for 
payment, the insurance company checks a） if the treatment and prescription is medically appropriate 
and absolutely necessary （this is done by medical doctors employed by the insurance company）, and 
b） if the particular insurance policy under which the patient has subscribed to will entitle him to be 
paid the insurance money. Some insurance policy does not cover all the treatments that a medical 
doctor who took care of the patient performed. Some insurance policy covers patients only up to a 
certain maximum amount or up to a certain duration of time. Some insurance policy covers patients 
only when they are employed and when they become unemployed, they are no longer covered by the 
Figure 4.4　e United States of America’s Healthcare System
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insurance. In all these cases where insurance policy does not cover the patients, they have to pay by 
themselves.
e second group consists of military personnel, veterans and native Americans. For this group 
of people, they can get a free healthcare service from e.g. Veterans Hospitals, which is supported by 
Federal and State Governments through taxation.
e third group consists of people with low income and people over 65 years old or people with 
end-stage renal disease. People with low income can receive free healthcare service through the 
“Medicaid” program. e upper limit income under which people have been entitled to Medicaid was 
US$8,479 in New York State and US$3,790 in Missouri State, before the President Obama’s Health 
Reform in 2010.18 e amounts of these upper limits have been dependent upon the State, but in any 
case they are so low that only the poorest of the poor were entitled to be supported by the Medicaid. 
President Obama’s Health Reform in 2010 has succeeded in raising the upper limits and some 16 
million more people will be covered by Medicaid. On the other hand, the “Medicare” program covers 
people over 65 years old and people suering from end-stage renal disease, who can also receive free 
healthcare service under this Medicare program.
e fourth group of people consists of those who are uninsured. ey include people have not 
subscribed to any insurance, because they are so condent of their health or because they think that 
paying premium each month would be wasting their money and thus would rather take a risk until 
they earn enough, or because they have some pre-existing condition which insurance companies do 
not allow them to have an insurance. ey have to pay by themselves for the healthcare services they 
receive.
e merits and demerits of US healthcare system are said to be as follows19
Merits
1. American people, who are well insured or who are rich enough to pay for expensive treatments, 
can enjoy the best healthcare in the world, including the newest treatments and latest medical 
equipment which are oen not approved or not oered in other universal healthcare countries.
2. e current system oers a variety of choices to the people in alignment with the basic principles 
on which USA is built upon, such as freedom, individual responsibility and smaller government. 
is freedom includes freedom of not being insured （thus not paying the insurance premium） 
and of choosing from a variety of health insurance policies from the widest coverage （high 
insurance premium） to the minimum coverage （minimum insurance premium）.
Demerits
1. In 2007, there were 46 million people （15% of the total population） who were uninsured.20 People 
who were not insured or not adequately insured have to pay the medical bill by, for example, 
selling their houses. Up to year 2009, 1.5 million people had to sell their houses to pay the medical 
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bill, and 62% of personal bankruptcy was due to the medical bill.21
2. Some 20,000 Americans die in the prime of life each year from medical problems that could 
be treated, because they cannot aord to see a doctor, according to Government and academic 
studies report.22
3. Even if one is insured, health insurance companies which are for-prot companies do not 
immediately pay the money. e insurance companies employ medical doctors and other sta 
to check every payment request coming from their insured if the treatment they received was 
necessary and/or covered by their insurance policy. is check takes a long time, sometimes 
more than a month, and may involve a long negotiation with them or with the doctor who gave 
the treatments to them. Out of the total premium paid to the prot making health insurance 
companies, studies show that 20% is an overhead, i.e. an administrative cost, not paid to doctors, 
hospitals and pharmacies for treatment of insured patients.23 is is extremely high compared, for 
example, with insurance administrative cost of 5% in France and similar values in other universal 
healthcare countries where insurance is given through not for prot insurance arrangements.24 It 
is somewhat ironical that not for prot health insurance in universal healthcare systems has much 
lower administrative costs than for prot insurance companies in the USA.
President Obama’s Healthcare Reform in 2010
President Obama’s Healthcare Reform （sometimes dubbed “Obamacare”） was embodied in the 
“e Patient Protection and Aordable Care Act” which passed the Senate by an extremely slight 
majority of 219 vs. 212 in 23 March, 2010. President Obama’s original intention was to implement a 
universal healthcare system which has been adopted in all the developed countries except the USA. 
However, his original proposal had been compromised in many aspects due to oppositions from the 
Republican Party and from, e.g. health insurance companies. Although many liberal supporters were 
somewhat disappointed by these compromises, it can be considered as a great step forward if we look 
at the long history of healthcare reforms in the USA. （Table 4.1） As shown in Table 4.1, US Healthcare 
Reform started as early as 1912 at the time of the then President eodore Roosevelt, and the reform 
has been continuing till now for around 100 years （a century）.
ere are many aspects to the Obamacare, which can be grouped in the following 4 categories.25
1） Expanded coverage
 – Raising the upper limit of income and inclusion of those without children have increased 16 
million more people to be covered by the Medicaid program.
 – New insurance regulation, which includes a） that all employers with more than 49 employees 
have to provide health insurance to the employees, and b） a website called the “health insurance 
exchange” should be provided, for which Federal tax credits are given to help families to pay for 
this insurance. Government run health insurance was proposed, but was not accepted because of 
erce opposition from the insurance companies.
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2） Regulation on insurance
 – Beginning in 2014, insurers have to issue or renew a policy to anybody regardless of any pre-
existing condition. is is called “Guaranteed Issue”.
 – e law prohibits insurers from setting annual or lifetime limits on reimbursement.
3） Tax and other funding
 – New taxes will be imposed on the big winners in the current healthcare system, such as drug 
companies, medical device companies, Medicare tax increase for those over 65 years old, earning 
more than $200,000 per year from 2.9% to 3.8%, and 3.8% tax on nancial earnings （interest, 
dividends, capital gains） for the rst time.
4） All others
 – Subsidies for seniors under Medicare who cannot aord to pay for the drugs prescribed for 
them;
 – Chain restaurants and vending machines have to list the calorie count for everything they sell;
 – Payment of $50 per day for long-term care for the elderly;
 – Financial support for medical students who will do primary care.
 – Medicaid payments for primary care will be increased.
 – Setting up of a new federal agency called the Independent Payment Advisory Board to 
recommend how much Medicare should pay doctors and hospitals for each medical procedure.
Table 4.1.　Brief History of US Healthcare Reform
Year President Reform Results
1912 eodore Roosevelt 
（Republican）
Tried to reform healthcare system aer the 
German Bismarck Healthcare and Pension 
System
Unsuccessful due to opposition from 
Woodrow Wilson
1933 Franklin Delano Roosevelt 
（Democrat）
Advocated the introduction of public health 
insurance system
Unsuccessful due to opposition from 
medical doctors union.
1945 Harry Truman 
（Democrat）
Advocated public health insurance system Unsuccessful due to negligence by the US 
senate.
1962 John F. Kennedy 
（Democrat）
Advocated public health insurance system Unsuccessful due to opposition by the US 
senate
1965 Lyndon Johnson 
（Democrat）
Medicaid and Medicare were proposed Successful. More than 100 million people 
are entitled to them.
1976 Jimmy Carter 
（Democrat）
Advocated a comprehensive health care 
reform
Unsuccessful due to economic depression
1989 Ronald Reagan 
（Republican）
Deduction of medical expenditure for 
elderly people
Unsuccessful
1994 Bill Clinton 
（Democrat）
Tried to implement universal healthcare 
insurance
Unsuccessful due to the opposition by the 
US senate
2010 Barack Obama 
（Democrat）
“Obamacare” to reduce the number of 
uninsured people. is will reduce the 
uninsured people by 32 million.
Approved by US Senate by 219 vs. 212 
votes. （Very slight margin）
Source: http://news.sina.com.cn/z/meiguoyibao/ （from Chinese to Japanese by Ms. Lu Han, from Japanese to English by KANO）
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It is expected that the Obamacare which will start to take eect from 2014 will reduce the number 
of uninsured from current 45 million to 23 million （about 7% of the total population）.
4.5　Other countries
4.5.1　British Commonwealth and Scandinavian countries26
All the British Commonwealth countries such as Canada, Australia, New Zealand, Hong Kong 
and Scandinavian countries27 have the Beveridge–Bevan model of the UK, of course with some 
variations. For example, Canada does not allow doctors to see patients privately nor to give any 
medical service privately which is covered by the public healthcare service. is will cause the waiting 
time for a specialist even longer than in UK.
4.5.2　Taiwan
Taiwan went through a healthcare system reform in 1994 aer a worldwide search for a model 
healthcare system.28 ey decided to take the Canadian National Health Insurance System （i.e. the 
Beveridge–Bevan model Canadian version） with some modications. e biggest modication is in 
the collection of source money, not from general taxation which would be used for entire government, 
but in the form of health insurance, which can be said to be an object-oriented taxation used only for 
healthcare, plus employer participation in paying the premium for the employees. With this reform 
in 1994, the previously uninsured 60% of the Taiwanese population turned to be covered by health 
insurance overnight.
4.5.3　Most developing countries
In most developing countries, healthcare system is not yet instituted, and, therefore, people can 
see a doctor only when they are able to pay. is system is dubbed “Out of Pocket payment” healthcare 
system, and people who have not enough money, which is the most prevalent case in developing 
countries, cannot see a doctor and such, result in a lot of misery, tragedy and short life expectancy.
5.　Major issues confronting healthcare systems in developed and developing countries
Healthcare system has been and will be continually under reform in developed countries. On 
the other hand, in most developing countries, it is not yet instituted and there is a big healthcare gap 
between few rich people who can aord to pay out of their pocket to see a doctor and majority poorer 
people who cannot aord to do so.
5.1　Major issues in developed countries
Healthcare reform is continually taking place in developed countries. e major reasons can be 
considered to be two fold:
5.1.1　Aging population
As shown in Figure 5.1, the world is aging, especially in developed countries. is is a blessing 
because people are starting to live longer thanks to the improved healthcare. e more people become 
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aged, the more healthcare expenditure is spent. One example is shown in Figure 5.2 for the case in 
Japan. People in 65–69 age group spends 5.1 times more on healthcare than people in 25–29 age 
group, for example.
Furthermore, demographic structure change is occurring in almost all the developed countries as the 
fertility rate declined in many countries mostly because more and more women started to work and 
Figure 5.1　Aging world
Figure 5.2　Annual healthcare expenditure by age group in Japan （2007）
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healthcare improved and people started to live longer. So, no wonder as the developed countries age, 
the healthcare expenditure is soaring in all the developed countries.
e need for continuing healthcare reform
In Japan, the current universal healthcare system was designed and instituted in 1961.29 Its 
demographic structure has changed drastically since then as shown in Figure 5.3 from the bottom 
heavey Mt. Fuji type through middle heavy beer barrel type in 2000 and towards top heavy ower pot 
typ in 2050. Furthermore in 2010, personal nancial asset held per each age group is tilted heavily 
towards the older generation, as shown in Figure 5.4, e.g. people over 50 has some 66% of the personal 
nancial asset, while people over 60 some 43%. Considering that total nancial asset was 1,400 trillion 
yen in 2010, while the national budget in the same year was 92 trillion yen, people over 60 has in 
total, 602 trillion yen which is 6.5 times as large as the annual national budget. What this suggests is 
that older generation is accumulating large nancial assets to prepare for old age healthcare and well 
being. If, as in UK and Scandinavian countries, the government provides free healthcare and sucient 
pension in their old age, most of the elderly in Japan may not hoard such a big amount of nancial 
asset.
Therefore, one possible way to solve current deficit in healthcare budget and to improve 
healthcare facilities and working conditions of healthcare sta is to let elderly people invest in some 
kind of organization which would assure their healthcare all through their remaining life and by 
Figure 5.3　Change in demographic structure in Japan
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investing their money in healthcare sector. In this case, it is important to let the elderly people and 
their families agree that aer a certain point in time in their healthcare, palliative care would be 
predominantly delivered rather than trying to cure their diseases and extend their life at a huge cost. 
As is shown in Figure 5.2, people over 85 are using the highest amount of money of 967,000 yen per 
year for their healthcare, just to extend their life time a few years more.
5.1.2　e rst question that need to be addressed
In reforming or instituting any healthcare system, the rst question that should be asked is 
whether the country would want to give a higher priority on an equal right to access to healthcare 
services to all its people,30 than on the principle of valuing freedom and individual responsibility. 
Countries with such a diverse variety of people as Germany, France and Switzerland （where they have 
4 ocial languages） have given the former a higher priority on the basis of the “solidarity” within a 
country, i.e. to help each other living in the country to have a stable country.
One noteworthy point is that in each country where universal healthcare is provided, the right 
to access to healthcare services is given to all residents in the country regardless of the nationality, 
i.e. foreigners living in the country are given an equal right as the country’s citizens. is is in 
alliance with the “Universal Declaration of Human Rights” of the United Nations,31 which states 
that “recognition of the inherent dignity and of the equal and inalienable rights of all members of 
the human family is the foundation of freedom, justice and peace in the world”, regardless of the 
nationality.
Figure 5.4　Personal nancial asset holding by age group in Japan （2010）
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5.2　Most of the developing countries
In most of the developing countries, policy priority is given to increasing the wealth of the nation 
and healthcare is given a lower priority, and thus the healthcare system is the so called “Out of Pocket” 
payment system. In this system, few lucky people who can aord to see a doctor can receive good 
healthcare, but majority of people who are not so rich cannot receive a reasonable healthcare. us, 
those who have will have more and those who have not cannot see a doctor and will become further 
deprived, as sickness and poverty usually feed back to each other in a vicious circle.
Some countries such as Taiwan have jumped overnight from the Out of Pocket payment 
healthcare situation where 60% of the people were uninsured to the universal healthcare in 1994, 
as we have already seen. Others such as Japan started healthcare insurance to big corporations and 
government employees, through providing support to the poor, and gradually moved to universal 
healthcare system in 1961.32 It is hoped that developing countries would jump or gradually move to a 
universal healthcare system, as it would contribute to the stability and solidarity of the nation.
6.　Conclusion
is paper has reviewed various healthcare systems currently existing in the world and their basic 
characteristics. It is hoped that developing countries would learn from these models and nd one 
which would be most suited to each of them.
Major issues confronting healthcare systems in developed countries are aging population 
and resulting skyrocketing healthcare expenditure, while for developing countries where a sound 
healthcare system has not yet been instituted the major issue to provide adequate healthcare to all 
its people. It is hoped that they would institute a healthcare system which would be most suited to 
them in order not only to improve health of their people, but also to stabilize and consolidate their 
countries.
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